The data is presented in such a way that it is not possible for the reader to decide for himself that any one patient with unquestionably severe mitral stenosis had posterior diastolic motion of the posterior mitral leaflet. Although there are two convincing echocardiograms showing this finding, the corresponding patient is not identified. This is essential because the severity or even presence of significant mitral stenosis is not clearly documented in all 16 patients. It is my impression that the echocardiogram used in nine of the 16 patients was performed after commissurotomy. The mitral valve area of 0.52 cm2 calculated in one patient with 4+ mitral regurgitation is clearly erroneous since it is incompatible with life. This error is probably due to failure to correct cardiac output for degree of mitral regurgitation in Gorlin's formula. The degree of mitral stenosis is, therefore, probably overestimated by the same mechanism in all of the patients with mitral regurgitation. This is ten out of 16 patients. Another small unclear point is that it was said that five patients had severe mitral stenosis (classification of severe was given as less than 1.2 cm2) but six patients in the The authors reply: We apreciate Dr. Meyer's concern about our paper. However, we believe that he has not analyzed our data correctly. We stated that in the majority of cases with mitral stenosis the posterior mitral leaflet does appear to move anteriorly, parallel to the anterior leaflet as has been reported in the literature. We presented data on cases with significant mitral stenosis in whom the posterior mitral leaflet moved posteriorly. Therefore we concluded that the latter finding cannot categorically exclude the diagnosis of mitral stenosis.
Echocardiography, to a certain extent, remains an empiric technique, and we should keep our minds open for a variety of different patterns that may be recorded from a single disease entity.
We agree with Dr. Meyer that estimation of the leaflet thickness is subjective. However, we proposed an objective way of assessing the "A" wave of the mitral valve (FA/DE ratio) which was reproducible and quite helpful. Here again, these criteria are ancillary and by no means conclusive by themselves.
Dr. Meyer agrees that the echocardiograms shown in figure 3 are convincing for mitral stenosis with posterior motion of the posterior mitral leaflet. One shows mild stenosis and the other on the right had significant stenosis, the latter corresponds to patient #5 in our table. For obvious reasons we were not able to publish the echocardiograms of all 16 patients.
